Results. One hundred one patients were included; 47 received combination therapy with IV MDZ. Baseline characteristics were similar across groups, except patients in the IV MDZ group had a higher median white blood cell (WBC) count at diagnosis (18.4 vs. 13.9, P = 0.023) and were more likely to receive a higher dose (500 mg) of PO VAN (36.2% vs. 7 .4%, P < 0.0001). Thirty-day mortality was 14.9% in the combination group vs. 7.4% in the monotherapy group, (P = 0.338). APACHE II Score was the only variable independently associated with 30-day mortality (OR = 1.13, 95% CI 1.03 -1.24). There was no difference in probability of receiving IV MDZ based on APACHE II score. In a subgroup of patients matched by APACHE II score (n = 76), mortality remained nonsignificantly different (15.8% vs. 9.7%, P = 0.480).
Conclusion. Our data question the utility of IV MDZ in addition to PO VAN for ICU patients with severe CDI. There remains a possibility for confounding by indication in this retrospective analysis.
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Validation of the
Results. We analyzed data from 86,112 episodes of CDI. According to the 2010 and 2018 criteria, 29.9% and 44.0% of episodes would be classified as severe. Severity could not be determined due to missing data in 16.3% and 15.0% of episodes, respectively. Seventy-five% of unclassified episodes were among outpatients. The 2018 severity criteria had a higher Sn (65.2% vs. 48.4%) but lower PPV (28.5% vs. 30.7%) than the 2010 criteria. The FN rate was lower for the 2018 criteria (34.8% vs. 51.6%), and AUCs were poor and similar (.587 vs. .582) Conclusion. Although the 2018 CDI severity criteria would allow for classification of more cases and result in fewer false negatives, the performance remains poor. More work is needed to develop criteria to reliably and prospectively identify patients at risk of poor outcomes Disclosures.All authors: No reported disclosures.
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